For nearly 30 years, there have been similar numbers of men and women in Australasian medical schools. Now there are women at senior levels in all fields of medicine, including at the top of health and training institutions. As there is no evidence women leave medicine permanently at higher rates than men, sometime in the next two decades, half of all doctors will be female. Predictions -both favourable and unfavourable -have been made as to how having a profession with an equal gender split will affect the patient-physician relationship, delivery of care and even the medical profession itself. 1, 2 Will health needs be met? Further, will all doctors have an equal chance of reaching their potential at work, as well as achieving a work-life balance? This paper discusses some of the issues from a predominantly feminist gender equality perspective.
Most health systems show horizontal (confined to certain specialties) and vertical (confined to lower levels) 'segregation' of women doctors. 3 Further, women doctors earn less than men, even when corrected for hours of work, specialty and age. 4 Women are overrepresented in specialties, such as general practice, paediatrics, and obstetrics and gynaecology, and underrepresented in surgical specialties and in senior leadership positions. [5] [6] [7] Part of the reason for the lack of women in senior roles may be that it is still too soon for women to participate fully at the higher levels. In New Zealand, women doctors are younger on average than men, with 43% under the age of 40, compared with 27% of men. 5 There is little effect of gender on motivation to undertake a medical career in the first place. 1 The main factors in a medical career choice are interest, intellectual challenge and perceived fit with the nature of the work. 8,9 At selection and through medical school, there is no discernible difference by gender in terms of academic ability or in traits important for medicine, such as communication skills, empathy and professionalism. 10 Medicine is relatively unusual in the enmeshment of training with service delivery. 11 In the early postgraduate period, resident medical officers (RMO) are essentially competing in two markets -one to get a job and the other to get onto a training scheme. Due to the length of medical training, it is almost inevitable that years of training overlap with raising a family. 7 For women doctors, patterns of family life have stayed remarkably consistent over decades. 9, [12] [13] [14] Over three quarters will have children, with the mean age at first child just over 30. The vast majority will be the primary caregivers, with partners who work full time. Far more women than men interrupt training. Per child, on average, this is 6 months out of the workforce, plus another 20 months working part time. 12 On the other hand, more medical women than men live alone. 12 Either way, women shoulder more domestic duties, while training and working. The problem may be more marked for women who are M aori, Aboriginal or from Pacific or Torres Strait Islands who may face additional expectations.
Reports continue of work environments that lack inclusivity, particularly for women. 8 There are challenges of balancing long hours of acute specialties with caregiving. 15 Women doctors have higher rates of mental illness and suicide than men, 16, 17 with potential factors being role strain, harassment, lack of role models and support. 18 A recent survey of New Zealand senior doctors found 50% with significant burnout, with higher rates in women (59%) and those aged 30-39 (62%). 19 The issues for women doctors taking a higher degree and entering academia are similar and were covered in this journal recently.
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Moving forward
To many, the present gender inequality in medical career trajectory is not acceptable. If we are to achieve faster and more meaningful change for women, changes to the values, outcomes and practices of medical training and healthcare systems are required. What is proposed hereafter is not intended to come at the expense of men. Systems which minimise unnecessary barriers to any doctor reaching his/her desired potential, and support the ability to maintain a productive and satisfying working life, would seem to benefit all.
Changes in workers
Women doctors may now have more colleagues-in-arms as they strive for full equality. Health workforces are more ethnically diverse. Career expectations of generation X and Y doctors differ from their baby boomer colleagues. Younger doctors on average place more emphasis on work-life balance, and are less prepared to endure long hours for little tangible reward. 22 They may value more individualised approaches to learning and working, and less directional leadership styles.
Changing nature of work
The accepted norms for medical work patterns evolved when men outnumbered women, and when there were workforce shortages in the face of increased health demands. Yet, there are still concerns expressed that a more feminised workforce will add to workforce shortages. 23 Locally, mean hours worked by women doctors have been stable at around 40 per week. 5 This is now only about 6 h fewer than for men, who are in turn reducing their hours steadily. 5 Not infrequently, a woman's hours may drop or even stop for a time, and then increase again -the so-called 'M'-shaped career. 10, 24 Many other doctors work part time at some stage in their careers, whether to undertake training, pursue other roles, when ill or pre-retirement. Thus far, the health system has proved able to cope. Moreover, work practices are changing rapidly towards lower working hours, better information and communication technology, and more working in teams. These trends are favourable to those wanting to work more flexibly. Now that the number of Australasian medical graduates is rising, there ought to be enough doctors to offset not only the gender effect on hours of work, but allow doctors to work fewer hours when they need to.
On the other hand, work cultures may be slower to change. It is curious that women outnumber men in acute, intensive specialties, such as obstetrics or paediatrics, yet are under-represented in most surgical disciplines. In the former, there are large numbers of senior women who may act as role models, and ensure work practices are family-friendly. Women surgeons have suggested their gender still marks them out as 'other', and that there needs to be more discussion of how, for example, surgeonhood and parenthood may be mutually sustaining. 25 Training and employment Doctors with current or anticipated family responsibilities may have to compromise permanently on their initial job aspirations for more predictability and flexibility in work practices. 26 At present, this forced choice differentially affects women. To address this requires multipartite commitment to equal employment opportunities in selection and employment, as well as education and training. Most colleges now allow more flexible training. The Royal Australasian College of Physicians is one of the most generous, allowing a minimum of four sessions per week while training, with interruption for up to 2 years. Recently, the Royal Australasian College of Surgeons began to consider changes to training to meet better the needs of trainees. 27 However, there are still relatively few part-time posts for RMO compared with the numbers who may want them. Furthermore, some part-time positions may not count towards training, which further slows the career trajectory.
The challenge is for colleges and employers to understand this, and to provide and accept more flexible work and training practices. Apart from the effect on individuals, specialties which continue to expect long hours, continuous training and overly demanding on-call requirements may face difficulty in recruiting an acceptably diverse workforce. 6 
Women in leadership
Women do not take on traditional leadership roles at the same rate as men. Given the plethora of medical leadership roles needed to run the healthcare system and training institutions, addressing this inequality is urgent.
Current medical leadership paradigms may involve long hours, time away from home and subjugation of family needs. 28 Further, women's views on leadership attributes may differ to those of men. 29 Finally, not all leadership positions are the same. For example, it may be a trap for women academics to take on large teaching coordination or other management. These roles may not be rated equally to, or even detract from, activities such as research or external roles that traditionally help advancement to top positions. 30 This suggests the wider system has to adapt: enhanced examination of the gender stereotypes that inform cultural assumptions about leadership potential and effectiveness is in order. 15 Only when systems proactively value what each individual may bring, not expecting he/she will necessarily fit a typical 'masculine' mould, will leadership roles be more attractive to more women. 31 
Success in medicine
Familiar metrics for defining career success are often external and countable, such as postgraduate qualifications or degrees, grade/seniority, awards, research grants and outputs, or formal leadership positions. Instead, might we value the worth of every individual doctor in the health system? The workforce for a community's health needs in the future has to cope with increasing numbers of aged and frail patients, with many of these scopes already a preference for women doctors. 5, 32 Instead of rating 'success' necessarily by titles, seniority, remuneration, academic papers or time to earn specialty Editorials qualifications, 13, 33, 34 how about systems being rated by outcomes of patient satisfaction and health, costeffectiveness of healthcare utilisation, or even the wellbeing of doctors and trainees? 35 If we are to use this lens, measures are needed to ensure all doctors earn fair recognition for their effective contributions to patient care and other key aspects of health and education, including in financial terms and time for these roles.
The workforce pipeline
Individual students and taxpayers make a heavy investment in undergraduate medical education. It is a waste if this does not translate fully to health system gain. In the early years of employment which is often year to year, RMO may have to forge their own path every time they need to take time out or work less than full time. As the time a doctor may want to work reduced hours may be relatively short compared with a working lifetime, having to change career path because of inflexibility in jobs or training schemes is an unnecessary loss of potential.
More systematic, longitudinal approaches to maintaining and sustaining doctors in the workforce are required. Such a system would have oversight of the training status of all students and RMO in a jurisdiction. It would keep track of RMO who may be temporarily out of the workforce, and facilitate re-entry back into the workforce. The most vulnerable to falling out of the training pipeline are those who are not in the majority group. While there ought to be more part-time career-advancing jobs as a norm, there might also be discretionary funds for specific career maintenance positions, as was the case in New Zealand before the health reforms of the 1990s. 36 At every level, sound career advice as well as pastoral support for those facing the triple challenges of studying, parenting and working, are necessary. 6 
Conclusions
Contemporary women doctors have been chosen for their workforce potential. They have aptitude and preference for many essential roles in Australasian healthcare today and into the future. They work on average a 40 h per week. Soon, half the medical workforce will be women. There is no going back, as to limit the proportion of women entering medical schools in Australasia would breach their rights and be politically untenable.
We have good cause to celebrate the increasing numbers of women at the pinnacle of medical practice, who are shaping the future of healthcare and acting as beacons for those who follow. Clearly these women have proven the 'glass ceiling' can be shattered. Yet, most women still face a 'sticky floor', 37 balancing family life with training and work, with a persisting sense of unnecessarily high barriers to career progression.
Health and training systems must adapt in order to embrace what the female half of the medical workforce contributes. In many areas, the components are in place. Joined-up systems for medical workforce development, both in work and training, might take a whole-of-career view, and provide mentorship and sponsorship, especially over transition points. Clear and fair mechanisms to get on and off the training ladder, 10 as well as the provision of appropriate jobs for life circumstances, would help not only women, but all doctors. Women may be more inclined to take on leadership roles when workplaces truly value their perspectives and the type of leadership they exhibit. In turn, these women would further shape the systems in which they work.
